Classification of Muscle Disease
The following is a brief summary of clinical features found in specific muscle diseases. As the focus of this article is rehabilitation, however, the reader may wish to refer to textbooks listed in the references for more complete descriptions of each disorder.
The clinician should suspect primary muscle disease in patients relating a story of gradual, progressive, symmetrical limb weakness. As 
The Dystrophies
Duchenne and Becker Dystrophy. These Xlinked disorders commonly present in childhood, ages 4-9 years, with a history of clumsiness and frequent falls. Progression to wheelchair dependence by the age of 10 years is the rule in the Duchenne form, whereas the milder Becker dystrophy patients can often continue to walk throughout adolescence, and in some cases well into their twenties. Before diagnosis is established, parents or teachers may observe that children lack stamina and are not as physically agile as their peers. As the children lose strength in hip girdle muscles, they resort to their arms to arise from the floor (Gower's sign). Once in a wheelchair, leg contractures develop, the feet invert (equinovarus deformity), and progressive kyphoscoliosis develops. Children with Duchenne dystrophy become totally immobile in their teens, requiring complete care for all activities of daily living. Most succumb to respiratory insufficiency by the late teens or early twenties.
Facio-scapulo-humeral (FSH) and Scapulo-peroneal (SP) Dystrophies. The most significant clinical abnormality of these dominantly inherited disorders is slowly progressive weakness of scapular suspension muscles with a tendency of the scapulae to &dquo;wing&dquo; away from the chest wall. Accompanying facial weakness in FSH dystrophy often is overlooked. Shoulder weakness in FSH dystrophy may (Fig. 3) A new approach to improving respiratory function is so called &dquo;inspiratory muscle training&dquo; (Fig. 9 ). This is accomplished by having a patient breathe against an inspiratory resistor for 15 min twice a day. The degree of resistance is gradually increased over time.
Rather than using conventional incentive spirometers, some of which are expiratory and promote microatelectasis, inhaling against progressively harder inspiratory resistors appears to be more efficacious. It is important that a patient's progress be monitored (1) (Fig. 10) , and positive pressure ventilators (Fig. 11) .
With a gravity unit such as a rocking bed, abdominal contents are pulled away and pushed toward the diaphragm to produce air movement. The bed will assist nocturnal respiration in patients with mild respiratory muscle weakness but is not forceful enough in cases with advanced respiratory insufficiency.
Negative pressure ventilators, including a chest currass and pneumowrap (Fig. 10) 
